STATE OF CALIFORNIA—HEALTH AND WELFARE AGENCY GEORGE DEUKMENAN, Govemor

DEPARTMENT OF HEALTH SERVICES

7147744 P STREET
SACRAMENTO, CA 95814

May 4, 1989

TO: All County Welfare Directors Letter No.: 89-32
All County Administrative Officers

SUBJECT: REVISED IRCA/OBRA NOTTCES OF ACTION
Reference: All County Welfare Directors Letter 88-66

Enclosed with this letter are corrected versions of three of the five notices
of action sent to you previously as Attachment 3 to ACWDL 88-66 (IRCA/OBRA
PROCEDURES SB175):

0 MC239P (4/89): BENEFITS RESTRICTED TO EMERGENCY MEDICAL AND
PREGNANCY -RELATED SERVICES

o MC239Q (4/89): CHANGE FROM RESTRICTED SERVICES TO FULL BENEFITS

o MC2393 (4/89): APPLICATION FOR RETROACTIVE EMERGENCY MEDICAL AND
PREGNANCY-RELATED SERVICES

Two of the notices you have been using have now been eliminated:
MC239-0 (9-88) and M(G239T (9-88). Instead of the MC239-0 (9/88):
DENIAL/DISCONTINUANCE OF RESTRICTED BENEFITS, we ask you to use existing form
MC239A: DENIAL/DISCONTINUANCE OF BENEFITS. Questions formerly asked on the
MC239T (9/88): APPROVAL FOR EMERGENCY MEDICAL AND PREGNANCY-RELATED SERVICES
have been incorporated into the revised MC239P,

Please reproduce your own supply of the enclosed corrected versions and start
te use them as soon as possible. We expect to have the English notices in
the Forms Warehouse by the end of May. The Spanish notices should be
available soon thereafter.

Eligibility Branch wishes to thank all the county welfare staff who assisted
us with this project. If you have questions about the notices, please call
Tom Dickson at (918) 324-4961.

Sincerely,

Original signed by

Frank S. Martucci, Chief
Medi-Cal Eligibility Branch

Enclosures

cc: Medi-Cal lLiaisons
Medi-Cal Program Consultants

Expiration Date: May 4, 1990
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COUNTY ST AMP

MEDI-CAL NOTICE OF ACTIGN
BEMEFITS RESTRICTED TO EMERGENCY
MEDICAL AND PREGNANCY-RELATED SERVICES

Case MName:

Case Number:

r B
District:
Restriction of Benefits For:
L B THamesy
Effective .___ ... ,youwill begin receiving a Medi-Cal card which will allow you to receive emergency medical and pregnancy-
(month)

related services. Always present this card to your doctor or other Medi-Cal provider when you request such services.

An emergency medical condition is a medical condition manifesting itself by acute symptoms of sufficient severity, including severe pain,
which in the absence of immediate medical attention could reasonably be expected to result in any of the following: placing the patient’s
health in serious jeapardy, serious impairment to bodily functions, or serious dysfunction to any bodily organ or part. The emergency must
be certified by a physician or other appropriate medical provider {in accordance with Section 51056 of Title 22 of the California Code
of Regukations}. The Department of Health Services may review the provider’s decision that an emergency existed and that certain follow-up
treatment services were medically justified,

Pregnancy-related care means services required to assure the health of the pregnant woman or the unborn child. Pregnancy care may be

provided prenatally and up to 60 days postpartum.
! Your application for restricted benefits has been approved.
Jl Your application for full benefits is denied. You are granted, instead, eligibility for emergency medical treatment and pregnancy -related
services,
We are taking this action because you are an alien who:
O  lsnot legally present in the United States according to information received from the tmmigration and Naturalization Service.
[1 Lacks documentary proof from the Immigration and Naturalization Service of a satisfactory immigration status for Medi-Cal
PUTrpOses.
71 Has been adimitted to the Uinited States as a nonimmigrant for a limited period of time,
1 Has been legalized in accordance with Section 210, 210A, or 245A of the Immigration and Nationality Act and you are not blind
ar disabled, not aged (65 or over), not under 18 years of age, or not a Cuban/Haitian Entrant.
{7 Since your income was moré than the amount allowed for living expenses, you must pay or obligate a share of the cost of your medical

care. Your share of cost is $ beginring . Your share of cost was computed as follows:
T . {month}
MONTH § MONTH 2 MONTH 3
Gross Income 5 $ $
Met Nonexempt income 3 3 $
Maintenance Need 5 $ ¢
Excess Income 5 R $
Share of Cost $ _ $ $

Please follow the instructions on the reverse side of the RECORD OF HEALTH CARE COSTS. After that form has been completed
and approved, you will receive your restricted services Medi-Cal Card.

This action is required by Section 14007.5 of the Welfare and Institutions Code and California Code of Regulations, Title 22, Section(s}

If you have guestions about this action, please write or telephone. We will answer you over the telephone, in writing, or we will make an
appointment to see you in person.

fou must report all changes in your immigration status to us. A change in status may gualify you to receive full Medi-Cal benefits rather
than just restricted services.

- (Fligibility Worker) {Phone) (Date)

MO 239 P {4/89) PLEASE REALD THE REVERSE SIDE OF THIS NOTICE



YOUR HEARING RIGHTS

To Ask For = Ststa Haaring

The right s:de of this sheet talls how.

@ You onily have 80 days to ask for a hearing.

& The S0 days startad the day after we mailed this notice.

@ You have a mauch shorter tme to ask for a hearing if you want
1o keep your same benafits.

To Kesp Your Same Bensfits Whila You Wait For a Haaring

You must ask for & hearing before the action 1akes place.

® Your Cash Awd will stay the same until your hearing.

® Your Madi-Cal will stay the sams until your hearing.

@ Your Food Stamps waill stay the same until the hearing or
the end of your certification period, whichever is earlier.

® If the hearing decision says we are right, you will-owe us for
any extra cash a:d or foed stamps you got,

To Hava Your Benefitz Cut Mow

It you want your Cash Aid or Food Stamps cut while you wait
for a hearing, check one or both boxes.

£ cash Aid £ dFood Stamps

To Gat Help

You can ask aboui your hearing rights or free lagal ad at the siate
information number.

1-800-952-5253
1-800-552-8349

Cail toil free-
if you are deaf and use TDD cail:

If you don't want 1o come to the hearning alone, you can bring a
friend, an attorney or anyone efse. You must gaet the other person
yourself.

You may get free lepal help at your focal legal aid office or weifara
nghts groug.

Other Informeaiion

Child Sugport: The Diswict Attorney's office will help you coflect cheld
support aven if you are not on cash aid There 15 no cost for thus help. 1§ they
now collect child sugpon for you. they wilt keep doing so unless you tell tham
i wiiting to siop. They sl sand vou any current support money collected
They will keep past dus monay collected that 1s owsd 10 the county.

Family Plasning: Your walfars office vl grve you nformanen when
yOu ask

saring Fila:  If you ask for a heanng. ths State Hearing Office will setup a
tile. You have the right to see this file. The State m3y give your file
o the Weltare Depariment, the U5 Department of Health and Human
Services and the U5, Department of Agricullure. (W. & |, Code Sect:on
10950)

WA AACK 6

HOW TO ASK FOR A STATE HEARING

The bast way to ask for a hesring is to fill out this page and
send or taks it 1o:

You may also cail 1-800-952-5253.

HEARING REQUEST

I want a hearing because of an action by the Walfare
Department of County about my:

D Cash Aid D Medi-Cal
D Other (list)

Hera's why:

D food Stamps

{ will bring this person to the hearing to help me
(name and address, if known):

| need an interpreter at no cost
to me. My language or dialect 15:

My name:

Acdldress:

Phone:

My signature ——

Date:




State of California—Heaith and Welfare Agency Department of Health Services
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’ COUNTY STAMP
MED!-CAL NOTICE OF ACTION
CHANGE FROM RESTRICTED SERVICES
TO FULL BENEFITS

Case Name:

Case Number:

District:
I —l Approval For:
{names)
L _
You are eligible effective --— to receive all the services covered by the Medi-Cal

{rnontk)
Program rather than just services restricted to treatment of an emergency medical condition or pregnancy-related care.
This change in scope of benefits results from the fact that: ’

U Proof has been received from the [mmigration and Naturalization Service that you are an alien who has a
satisfactory immigration status for Medi-Cal purposes.

(1 You are an alien legalized in accordance with Section 210, 210A, or 245A of the Immigration and Nationality
Act and you are aged (65 or over), blind, disabled, under age 18, or a Cuban/Haitian Entrant.

You will receive a fuil coverage Medi-Cal card soon. Always present this card to the doctor or any other Medi-Cal
provider when requesting medical services.

0 Since your income exceeds the amount allowed for living expenses, you have a share of cost to pay or obligate
toward your medical care. Your shareofcostis$________ beginning

Your share of cost was computed as follows: (date)
Month 1 Month 2 Month 3
Gross Income & $ $
Net nonexempt income $ $ 3
Maintenance need $ $ — $
Excess income $ $ 3
Share of cost $ $ $

Enclosed is a RECORD OF HEALTH CARE COSTS. Please fb"ow the instructions on the reverse side of that
form. A full coverage Medi-Cal card will be issued to you after the form has been completed and approved.

3 A full coverage Medi-Cal card showing the share of cost will be mailed to you at your long-term care facility each
month.

This action is required by California Welfare and Institutions Code, Section 14007.5 and by the California Code of
Regulations, Title 22, Section{s)

[Eligibility Warker) [Phone) (Date)

PLEASE READ THE REVERSE SIDE OF THIS NOTICE.
MC 239Q (4/89)



YOUR HEARING RIGHTS
To Ask For a Stata Hearing

The night side of this sheet tells how.

# You only have 50 days to ask for a haaring.

@ The 80 days started the day after we mailed this nouce.

® You hawve a much shorter tme to ask for a hearning if you want
to keep your same benefits.

To Keep Your Same Benefits While You Wait For a Hearing

You must ask for a hsaring bafore the achon takes place.

@ Your Cash Aid will stay the same until your hearing.

@ Your Meadi-Cal will stay the same until your hearing.

& Your Food Stamps will stay the same unul the hearing or
the end of vour certification period. whichever is earfier.

© If the hearing decision says we are right, you will.owe us for
any extra cash aid or food stamps you got.

To Have Your Bansfits Cut Now

if you want your Cash Aid or Food Stamps cut while you wait
for a hearing, check one or both boxes.

£ Cash Aid CFood Stamps

To Gat Halp

You can ask about your hearing rights or free legal ard at the state
informaticn numbar.

1-800-952-5283
1-800-952-8349

Call ioll free:
If you ara deaf and use TOD call:

i you don't want to come to the hean ng alone. you can bring a
friend, an attornay or anyone else. You must getl the other person
yourself.

You may get froe legal help at your focal legal aid office or welfare
nghts group. '

Qther information

Child SBupgport: The District Atlorney's office wals help you coltaer chald
Support even if you are not on cash aid. Thare is no cost for this help. If thay
now cotiect child support or you. they wiil keep doing so unless you tal! them
N wiiing (6 sicp. They wiil s5nd you any current support money coliected.
They will keep past dus money collected thal i1s owed to the county.

Family Planning: Your welfare office wiell give you informatuon when
you ask

lszring Fiia: ¥ vou ask for a hearing, the State Hearing Office will set up a
file You have the right to see this fite. The State may give your file
to the Weaitare Dapartment, the U S Department of Health and Human

Services and the US. Department of Agriculture. {(W. & | Code Section
109501

MA BACK &

HOW TO ASK FOR A STATE HEARING

The best way to ask for a hearing is to fill out this page and
send or take it to:

You may aiso cail 1-800-952-5253.

HEARING REQUEST

I want a hearing because of an action by the Welfare
Department of County about my:

D Cash Aid D Med:-Cal
D Other {list)

Hera's why:

D Food Stamps

| wall bring this person to the hearing to help me
{name and address, if known):

1 need an interpreter at Nno cost
to me. My language or dialect is:

My namae:

Address;

Phone:

My signature

Date-




State of California—Health and welfare Agency Department of Health Servi
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{County Stamp)

MEDI-CAL NOTICE OF ACTION
APFLICATION FOR RETROACTIVE
EMERGENCY MEDICAL AND
PREGNANCY-RELATED SERVICES

r —| Case Name:

Case Number: ____

District:
ApprovalyDenial For:

L _J

INames}
We have reviewed all the information in your case file which relates to your application for retroactive emergency medical and pregnancy-
related services. Qur findings are indicated below,

An_emergency medical condition is @ medical condition manifesting itsetf by acute symptoms of sufficient severity, including severe pain
which in the absence of immediate medical attention could reasonably be expected to result in any of the following: placing the patient's:
health in serious jeopardy, serious impairment to bodily functions, or serious dysfunction to any bodily organ or part. The emergency must
be certfied by a physician or other appropriate medical provider (in accordance with Section 51056 of Title 22 of the California Code
of Regulations). The Department of Health Services may review the provider’s decision that an emergency existed and that certain follow-up
treatment services were medically justified.

Pregnancy-related care means services required to assure the health of the pregnant woman or the unborn chitd. Pregnancy care may be

provided prenatally and up to 60 days postpartum.

[d You are entitled to receive Medi-Cal benefits restricted to emergency and pregnancy-related services for ___
i Since your income was more than the amount allowed for living expenses, you must pay or obligate a share of the cost of your medicat

care. MORMTH 1 MONTH 2 MONTH 3
Gross Income $ % $
MNet Nonexempt income 5 5 $
Maintenance Need % . $
Excess income 5 $ & _
Share of Cost 3 $ —_— : $

Enclosed is a RECOQRD OF HEALTH CARE COSTS for each of the months listed. Please follow the instructions on the reverse si_de of
that form. When each form has been completed and approved, a restricted-services Medi-Cal card will be issued to you for that particular

month.

£1  You are not entitled to receive Medi-Cal benefits restricted to emergency and pregnancy-related services for e
for the following reason(s):

This action is required by Section 14007 .5 of the Welfare and Institutions Code and California Code of Regulations, Title 22, Sectionls)

This action does not alffect your application for current and continuing Medi-Cal. If you have any questions or if there are additional facts
refating to your circumstances which you have not reported to us, please write or telephone. We will answer your questions over the
tefephone, in writing, or will make an appointment to see you in person,

[Eligiblity Warkery {Telephone Number) (Datey

PLEASE READ THE REVERSE SIDE OF THIS NOTICE
MC 2395 {4/39)



YOUR HEARING RIGHTS

To Ask For a States Hearing

The nght side of this sheet talls how.

@ You only have 30 days to ask for a hearing.

& The 90 days started the day after we maled this nouce.

® You have a much shorter tme to ask for a hearing if you want
1o keep your same benefits.

To Keap Your Sams Benafits While You Wait For a Hearing
You must ask for a hearing before the action 1akes place.

@ Your Cash Aid will stay the same until your hearing.

® Your Medi-Cal wilf stay the same until your hearing.

® Your Food Stamps will stay the same untl the hearing or
the end of your certification period. whichever is earlier.

@ If the hearing decision says we are right, you will owe us for
any extra cash aid or food stamps you got.

To Have Your Benefits Cut Now

If you want your Cash Aid or Food Stamps cut while you wait
for 3 hearing, chack one or both boxes.

CJCash Aid CJFood Stamps

To Geat Hailp

Youcan ask about your hearing rights or free legal aid at the state
mnformauon number.

Call 1ol free:
If you are deat and use TOO cail:

1-800-952-5253
1-800-952-8349

if you don’t want to come to the hearing alone. you can bring a
friend, an attorney or anyane else. You must get the other person
yourseif.

You may get free legal help at your local legal aid office or welfare
rghts group.

Other Information

Child Support: The District Attorney’s affice will heip you collect child
support even if you are not on cash axd Thare 15 no cost for this help. If they
now colect ehddd support for you, they will keep doing so unless you tell them
In writng to stop. They will send you any current support money collected.
They will keep past due monay collected that 1s owed to the county.

Family Plsining: Your welfare office will gwve you nformaton when
you ask '

Hearing File: if vau ask for a hearing, the State Hearing Office will set up a

g You have the night 10 see thus file. The State may gwve your file
.0 the Welfare Depariment. the U.S. Department of Heaith and Human
Services and the U S. Department of Agniculture. (W. & | Code Section
10950)

M& BACK 6

HOW TO ASK FOR A STATE HEARING

The bast way to ask for a hearing is to fill out this page and
send or take it to:

You may also call 1-800-952-5253.

HEARING REQUEST

1 want a hearing because of an action by the Welfare
Department of County about my:

D Cash Aid D Food Stamps D Medi-Cal
D Other (list} —

Heare's why:

1 wiil bring this person 1o the hearing to help me
{name and address, if known):

| need an interpreter at na cost
to me. My language or dialact 1s:

My name:

Address;

Phone:

My signature ———

Date:






